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Metastatic tumors of the oral cavity are rare,
representing about 1% of oral tumors. They affect
the jaws much more frequently than soft tissues.1;2
Furthermore, a tumor of the oral cavity may be the
first evidence of the dissemination of another
(previously unknown) tumor from its primary site.1
The most common site for bone metastases in the
head and neck region is the mandibular bone,
comprising more than 70% of all malignant meta-
static tumors in the oral cavity.3 Jaw metastases
occur more frequently in females4 and there is a* Corresponding author. Tel.: +98-811-422-3032; fax: +98-811-
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adults.5Case report
A 51-year old woman was referred to the
Department of Oral and Maxillofacial Surgery at
Taleghani Medical Center, Tehran, IRAN with the
chief complaint of a swelling of the left mandible.
About two months earlier, the patient had
visited her dentist with some loose teeth and
demanded extraction but the dentist refused
extraction because of suspicions of malignancy and
referred the patient to this center for further
investigations before any manipulative interven-
tion.ved.
Figure 1 Orthopantogram showing an ill-defined multi-
locular radiolucency in the left mandibular region that
contains the second premolar tooth floating in the area.
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major surgical operation about 10 months before
due to gastric adenocarcinoma involving both fon-
dus of the stomach and distal esophagus. The post-
operative pathology report revealed a deeply
infiltrating gastric adenocarcinoma with invasion to
the esophagus extending down to the serous and
periviceral adipose tissue. Extensive metastasis to
perigastric and periesophagal lymph nodes were
also confirmed but proximal and distal margins of
resection were reported free.
In examination, the external oral cavity walls
were asymmetric and a non-tender bulging mass in
the body of the mandible was prominent on the left
side. An immobile, non-tender submandibular
lymph node was detected on the same side. Inside
the oral cavity, an exophytic, smooth surfaced non-
tender lesion measuring about 3 · 3 cm was noted.
The remainder of the physical exam was not
remarkable for systemic signs of metastatic
involvement such as cachexia, hepatosplenomeg-
aly, ascites etc.
An OPG film revealed a radiolucent lytic lesion
around posterior left mandibular area and around
the expected second premolar and first and second
molars in all of which rarefaction was apparent
(Fig. 1). A Tc-99 bone scan of head and neck region
showed a radiolucent area along with increased
absorption in mandible on the same side as men-
tioned above. Total body scan looking for distant
metastasis revealed no significant findings (Fig. 2).
Laboratory evaluations including complete blood
count (CBC), liver function tests (LFT), and serum
chemistry profiles were all normal. Chest X-Ray was
negative for any signs of metastasis.
The patient underwent incisional biopsy from
the soft exophytic mass protruding out of the
mandibular molar socket that was exfoliated twoFigure 2 (a) Total body scans (Tc 99) reveal no significant
dibular region. (b) Total body scans (Tc 99) continued.months before, and the tissue sample was sent for
histopathologic investigations.
The specimen delivered to pathology lab was an
irregular piece of creamy white tissue with elastic
consistency measuring about 1.5 · 1.0 · 0.8 cm. Cut
sections showed a homogenous creamy surface
with two cystic areas each measuring 0.3 cm in
diameter. Microscopic examination of sections
prepared by H&E staining method showed a neo-
plasm composed of irregularly shaped small and
large cystically dilated glands (Fig. 3). These cystic
glands were lined by neoplastic epithelial cells with
hyperchromic nuclei, infiltrating the lamina
properia and osseous tissue, which was covered by
stratified squamous epithelium of the oral cavity in
some areas.
Our patient was directed to take the necessary
therapeutic steps and initially a surgical excision
was scheduled for her, but she refused to comply
with the procedures and refrained from receiving
further therapeutic help. She is now reported
to have developed tibial metastatic lesions
one year after her last follow up session in our
center.findings indicating metastasis except for the left man-
Figure 3 Photomicrograph of oral mucosa showing
the invasion of lamina properia by metastatic gastric
adenocarcinoma (H&E staining––original magnification ·
100).
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Our patient had a metastatic tumor in her
mandible. Thickening, pain and anesthesia over the
mandibular and buccal region constitute the most
common clinical symptoms of this problem.6
However, in the present case, the most important
clinical signs was the swelling of the left side of the
mandible and mobility of the teeth.
More than 70% of all malignant metastatic tu-
mors of the oral cavity involve the body of the
mandible and molar areas because this region
contains a deposit of hematopoietic tissue, and the
mode of spread is almost always hematogenous.7
Bone metastases have common roentgeno-
graphic features, which allow them to be classified
as osteoblastic (bone-forming)––metastatic pros-
tate tumors being a good example––and osteolytic
(bone-destroying) usually the result of metastatic
breast cancers.8
The most common sites for the jaw metastases
in women are breast (42%), adrenals (8.5%), genital
organs (7.5%), and thyroid (6%). Meanwhile, the
most frequent sites of primary tumors in men are
lungs (22.3%), prostate (12%), kidney (10.3%), bone
(9.2%), and adrenals (9.2%).4;9
The mechanism by which tumors can spread to
the oral cavity is poorly understood. One possible
route for blood-borne metastases to the head and
neck area is the Batson’s plexus: a valveless ver-
tebral venous plexus that might allow for the ret-
rograde spread of tumor cells by passing infiltration
through the lungs.5
According to Hashimoto et al.10 the frequency of
metastasis in relation to the histological classifi-
cation was comparatively high in undifferentiated
carcinoma (29%), and adenocarcinoma (20%) but
rather low in squamous cell carcinoma.
In the view of clinical and radiological findings in
this patient the following lesions should be con-sidered in differential diagnosis: because of history
of gastric adenocarcinoma, metastatic gastric
adenocarcinoma is the most probable cause lesion.
Metastases of breast adenocarcinoma are also an-
other possibility. Other primary tumors like osteo-
sarcoma, chondrosarcoma, minor salivary glands
tumors, peripheral squamous cell carcinoma and
finally chronic osteomyelitis should also be con-
sidered.11;12
Metastatic carcinoma of the jaws initially re-
quires further work-up to identify the primary
malignant site and estimate the stage and grade of
metastatic involvement. In our case, such work-up
had already been accomplished and the primary
site and the degree of involvement have been
elucidated. A single focus, as is the case with our
patient, maybe treated by surgical excision or
chemo-radiotherapy. Generalized skeletal metas-
tases are usually an ominous event and are treated
palliatively. The prognosis for patient with meta-
static carcinoma of the jaws is grave, with a dismal
10% five year survival and more than two thirds of
the patient dead within a year.13References
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